The Rutter scales are two short screening instruments used to collect information from parents and teachers about the behaviour of children in their care. A number of studies looking at the factor structure of these scales have been reported. 1 3 The results have varied, depending in part on the site at which data samples were obtained. When used on an entirely normal population of children, two dimensions emerged after principal factor analysis with varimax rotation. 2 The first factor extracted was charac-
terised by symptoms relating to aggressiveness, distractibility and hyperactivity, and the second factor was characterised by symptoms of anxiety and fearfulness. When these scales were used on a mixed group of normal and disturbed preschool children, Factor analysis of data obtained in a primary school population in a developing country produced two factors that accounted for 56.7% and 19.5% of the total variance respectively. 3 These two factors are similar to the factors reported by Fowler and Park in their normal population sample. 2 Venables et al. 3 proceeded to investigate the nature of the factor structure that would emerge in a sample of disturbed children by extracting the data of 76 children said to be at risk for psychiatric breakdown. Subjects. Four hundred and seventy-eight children aged 7 -14 years who attended a primary care clinic in Ibadan, Nigeria, over a 3-month period.
Methods. Parents' ratings of the children were obtained using the Yoruba translation of the CBQ. The factor structure of this instrument was examined using principal component analysis with varimax rotation. Only factors with eigenvalues of greater than 1 were examined further.
Results. The first seven dimensions were readily conceptualised. These factors are conduct problem, hyperactivity, emotional problem, irritability, problems with elimination, a somatic complaint and a school problem dimension. these data yielded five factors described as follows: anxious-fearful factor (factor 1), somatic complaint factor (factor 2), 'whining child' factor (factor 3), conduct disorder factor (factor 4) and a mixture of aggressiveness, distractibility and hyperactivity symptoms (factor 5). 
Methods
Parents' ratings of 478 children aged 7 -14 years who attended the general outpatient clinic (GOPC) of the University College Hospital, Ibadan, over a 3-month period were obtained using the CBQ. 7 Although situated within a teaching hospital, the GOPC offers a primary health care service in that it operates a Items that make up the antisocial subscore are 'does he/she ever steal things?', 'often destroys own or others' belongings', is often disobedient', 'often tells lies', and 'bullies other children'.
However, when this scale was validated for use in a Nigerian primary care setting, a cut-off score of seven had an optimised sensitivity and specificity. 8 The CBQ was administered in its Yoruba version derived by the iterative back-translation method. Because of the high rate of illiteracy in the population, the questions were read aloud by medical students who had received prior training in the screening process.
The internal structure of the CBQ was examined by principalcomponent analysis with varimax rotation. Only factors with eigenvalues greater than 1 were examined further. Analyses were performed using the Statistical Package for the Social Sciences (SPSS).
Results
Twelve factors with eigenvalues greater than 1 were derived.
These 12 factors accounted for 60.2% of the total variance. The first seven of these factors, which accounted for 41.7% of the total variance, could be conceptualised readily. Table I shows the factor loadings for the 18 items that had loadings > 0.30 on the seven interpretable factors.
The first and largest factor is a conduct problem factor, which consists of loadings on items relating to destructive behaviour,
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fighting, not being liked by other children, disobedience and bullying. Factor 2 is a hyperactivity factor with item loadings on restlessness, squirmy and fidgety behaviour and not settling to anything. Factor 3 can be described as a school factor with items relating to school phobia and truancy. Factor 4 is an emotional/depression factor that loads highly on being solitary, miserable, unhappy, and tearful and having eating difficulties. Factor 5 is an irritability factor with loadings on temper tantrums and irritability. Factor 6 includes elimination disorders with problems of enuresis and encopresis. Factor 7 is a somatic complaint factor with loadings on headaches, stomach aches, and being fussy and over-particular. These 7 factors, their eigenvalues and the variance they accounted for are given in Table II .
Discussion
Interesting 9 This high occurrence of psychopathology could also account for some of the separation of factors observed. This is further supported by the findings that the items that occurred significantly more often in children with conduct disorders and emotional disorders 8 are the items that were extracted in the factor analysis as conduct and emotional factors.
A factor analytic study of this scale among Japanese schoolchildren also yielded eight factors, although only five were interpreted. 10 Four of the factors relating to conduct problems, hyperactivity, school problems and emotional problems are similar to those obtained in this study. The Japanese study involved interviewing children judged as having deviant behaviour by a school nurse, thus indicating a high level of psychopathology in the sample.
It is plausible to assume that the mode of clinical presentation will have a bearing on the constituent factors. In this sample a somatic complaint factor was extracted. Even though Venables et al. 3 described a somatic complaint factor in their sample, the items making up the factor are quite different from those in this study.
The factor reported here may be peculiar to the primary care setting where the somatisation of emotional or conduct problems may be common. 9 It is interesting to note that factor analytic studies of the General Health Questionnaire among adults seen in primary care have yielded a similar factor. 
Conclusion
In conclusion, this study has confirmed the broad similarity in the range of behavioural problems seen in this sample with those reported in other cultural and clinical samples. It has also highlighted differences that may reflect a cultural distance from the British origin of the CBQ and the peculiarities of a primary care
setting. The findings may aid our understanding of behavioural problems in children in different cultures.
